BEFORE THE MARYLAND HEALTH CARE COMMISSION

IN THE MATTER OF

THE APPLICATION OF
AMEDISYS MARYLAND, LLC
TO ESTABLISH A GENERAL
HOSPICE PROGRAM IN
PRINCE GEORGE’S COUNTY

% % * * * *

Docket No. 16-16-2382

E I

RESPONSE TO INTERESTED PARTY COMMENTS OF
MONTGOMERY HOSPICE AND BAYADA HOSPICE

Pursuant to COMAR §10.24.01.08F(3), Amedisys Maryland, LLC, d/b/a Amedisys
Hospice of Greater Chesapeake (“Amedisys”) responds to the Interested Party Comments filed
by Montgomery Hospice (“MH”) and Bayada Hospice in opposition to the Amedisys application

for a certificate of need to establish a general hospice program in Prince George’s County.

RESPONSE TO MONTGOMERY HOSPICE COMMENTS

1. Charity Care Commitment

MH suggests that Amedisys lacks a “demonstrated commitment™ to charity care such that
it does not satisfy COMAR 10.24.13.05J (Charity Care and Sliding Fee Scale). MH is
incorrect. The standard requires the applicant to: (1) make a commitment to provide hospice to
indigent patients; (2) demonstrate that its track record in the provision of charity care services, if
any, supports the credibility of its commitment; and (3) have a specific plan for achieving the

level of charity care to which it has committed.

Amedisys. has satisfied each of these requirements. It made a commitment in its
Application to provide hospice to indigent patients in Prince George’s County. In 2020, its

commitment of $42,705 in charity care equates to 1.5% of patient days. See Application Table
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4. This is a meaningful commitment to charity care, and satisfies the State Health Plan standard.
The fact that MH shows a higher amount of charity care as a percentage of revenues than

Amedisys is not relevant to whether Amedisys has satisfied this standard.

Likewise, Amedisys has demonstrated a track record of providing charity care in its
existing jurisdictions. In 2015, it provided 239 days of care to 3 charity care patients, .51% and
.33%, respectively. Application at 21.  This demonstrates that Amedisys has a track record of
providing charity care, even in jurisdictions in which it is not subject to any regulatory obligation
to do so. Amedisys has never turned down a charity care patient in any of its existing

jurisdictions.

Amedisys recognizes that it has made a larger commitment to charity care in Prince
George’s County than it provided in its existing jurisdictions in 2015, but nothing in the standard
prohibits an applicant from making a larger commitment than what it has provided in the past
(indeed, the standard anticipates that an applicant may have no track record by using the words
“if any”).  Asrequired by this standard, Amedisys has a demonstrated track record of providing
charity care in Maryland, and has made a commitment to increasing its charity care level in

Prince George’s County.

Additionally, Amedisys provided a specific plan to achieve its charity care commitment
by including it in its project budget. See Application, at 21, and Tables 3 and 4. MH provided
no more than that in its application (see MH Application at 17).  Indeed, MH argues that its
inclusion of its charity care commitment in its budget “is a clear statement showing how

thoroughly it is committed to providing charity care in Prince George’s County.”  (See second

'MH also proposes to serve nearly 400% more patients in 2020 than does Amedisys.
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unnumbered page of MH’s Comments).  Accordingly, Amedisys has provided the same “clear

statement” as MH claims to have provided.

Amedisys also notes that, as described in its application, it has included two FTEs in its
budget for community outreach and marketing. These employees will be educated about
Amedisys’ charity care policy and its commitment to provide charity care in Prince George’s
County. As they meet with potential referral sources and community members and
organizations, part of their responsibilities will be to inform the public about the availability of

charity care from Amedisys.

2. Public Education

MH incorrectly claims that Amedysis has not documented a plan to provide public
education programs as required under COMAR 10.24.13.05N regarding public education

programs.

MH starts by giving short shrift to the Amedisys “Being Mortal” public information
éampaign, suggesting it amounts to simply owing the rights to a “single video” about general end
of life care that is not “not necessarily” related to hospice. ~ While the Amedisys program and
campaign was inspired by and includes the groundbreaking documentary featuring Dr. Atul
Gawande, what is most important is how Amedisys uses this documentary within a larger
program in the communities in which it works in order to help generate difficult but necessary
conversations about end of life care. Amedisys worked directly with PBS to secure the
necessary rights to share and distribute this video with the public without restrictions.  With
those rights, it was able to provide an education grant to Antidote Education Company to provide

CME/CE credit to physicians, PAs, NPs, nurses, and social workers, as part of our effort to reach
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the broadest cross-section of healthcare professionals possible. (See Exhibit 1 for the
Accreditation Summary) The first Being Mortal workshop took place in August 2015. To
date, Amedisys and affiliates have hosted over 350 events for health care providers, and issued

over 2,860 credits nationally.

The most valuable part of the Being Mortal Workshop is the interactive discussion led by
an Amedisys hospice specialist after the film. The discussion focuses on having more effective
and successful conversations with patients and family facing a serious or life-limiting illness.
After the workshop, Amedisys follows up with the attendees and provides them with a Crucial
Conversation Toolkit which includes resources to support them in having these important
advance care planning conversations (especially those associated with a terminal illness). This

interactive discussion and toolkit make its Being Mortal program unique.

The State Health Plan standard requires documentation of plans for public education
programs designed to increase awareness and consciousness of the needs of dying individuals

and their caregivers. The Being Mortal program is squarely within this requirement.

The suggestion that promoting more effective and successful conversations with patients
and families facing a serious or life-limiting illness is “not necessarily” related to hospice care is
surprising coming from a hospice program. These conversations are a necessary predicate to a
conversation about hospice. Each Being Mortal program generates a wealth of in-depth end of
life conversations, and it is these conversations that uncover the need for hospice care. Belying
MH’s suggestion that there is no necessary relationship between end of life conversations and
hospice care, the Hospice Foundation of America sponsored and coordinated a public awareness

campaign involving organized screenings of the Being Mortal documentary, a campaign that
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commenced in January, 2016 and runs through the end of June 2017. See Exhibit 2  HFA’s
Chairman of the Board of Directors is quoted in the press release saying that: “Anyone who has
seen ‘Being Mortal’ knows the important message it sends about end-of-life discussions and

awareness.”?

Moreover, Amedisys’ experience is that its Being Mortal program is very effective in
increasing the utilization of hospice. = Amedisys launched the Being Mortal campaign in its
existing jurisdictions in Maryland in November 2016, when it hosted 9 events in Rosedale and
Elkton. (See Exhibit 3 for an invitation to one of these events.)  The direct result of these
community programs has been a 35% increase in referrals to Amedisys, an increase that has been
sustained since those events. Amedisys believes that its Being Mortal program will be similarly
effective in Prince George’s County, particularly among communities that have underutilized

hospice services up until now.

MH misses the point of Amedisys’ reference to the translation of the Being Mortal
program and written materials into Cantonese by the Amedisys affiliate in Boston at page 24 of
its Application. This demonstrates that Amedisys tailors its public education campaigns to the
community it is serving. MH suggests that Amedisys’ plan to hire outreach staff from within
Prince George’s County is insufficient, but for no reason other than that Amedisys has not
already hired such a person in advance of being awarded a CON. There is no requirement that
an applicant have started hiring staff in order to be granted a CON.> In Amedisys’ experience,
it will be able to hire necessary outreach staff in Prince George’s County promptly after

obtaining a CON, who will assist in implementing public education efforts immediately.

2 HFA’s campaign is independent of the Amedisys program that also uses the “Being Mortal” documentary.
? Because Prince George’s County is a non-contiguous county to those currently served by Amedisys, it cannot hire
staff now on the assumption that, if it is not awarded a CON, it can simply use that staff in a contiguous county.
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Amedisys has far more experience in starting up new hospice programs than MH, which has one
program that started up 35 years ago. Amedisys started up 131 new programs in the last ten

years (including 19 hospice start-ups).

There are a variety of other ways that Amedisys described in its Application to reach
communities that have historically underutilized hospice services that were ignored by MH in its
comments. As described on page 24 of the Application, these include strong community
marketing to church congregations, speaking to local womens’ groups, social service and
missionary groups, recruiting volunteers from within the community, providing activities and
services at local community and senior centers, and co-marketing with meals on wheels.
Further, Amedisys explained that it would invite senior services agencies into its office to
provide education to the Amedisys staff and partner with them to assess need and provide

education to their customers,

Additionally, as described in its Application, Amedisys is a partner in the Wé Honor
Veterans (WHV) program of the National Hospice and Palliative Care Organization (NHPCO), a
program focused on increasing access to end of life care for Veterans, an underserved
population. The WHYV Program provides education, resources and technical assistance to
educate hospice professionals caring for Veterans, including those whose military service,
combat experience or other traumatic events may come to light during their dying process.
According to the NHCPO, “a vast majority of Veterans are not enrolled in VA and may not be
aware of end-of-life services and benefits available to them, including the Medicare Hospice

Benefit and VA-paid hospice care.” See Exhibit 4.
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Accordingly, a core goal of the WHV program is to “increase access to hospice and
palliative care for Veterans in their community,” and a core part of the program is Veteran-
specific community education. The unique needs of Veterans requiring specialized outreach and

education are summarized on the WHV program website (www.wehonorveterans.org) as

follows: “All wars are different and provide unique experiences and sometimes complications to
the veterans who served in them”; “too many of our nation’s Veterans live with complicating

factors such as homelessness, substance abuse, PTSD and more” requiring education about

“special populations of Veterans that are underserved or at high risk.”

While any hospice program may (and hospices are encouraged to) become a partner in
the WHV program, programs are distinguished by the number of stars (1-4) they earn from
NHPCO through demonstrated achievement in various areas, including community education
and staff and volunteer training in the unique needs of the veteran population. See Exhibit 4.
Amedisys requires all of its hospice programs to partner in WHV and to achieve 4 stars; the
existing Amedisys Maryland hospice programs have earned 4 stars as would the new program in

Prince George’s County.*

The WHYV Program is particularly relevant to Prince George’s County, which has largest

Veteran population of all jurisdictions in Maryland, with nearly 60,000 Veteran residents

according to the Maryland Department of Planning. See Exhibit 5. Further, the Veteran
population is aging, making the need for a Veteran-specific public education campaign about
hospice care all the more important. While County-specific data on age of Veterans is not

available, 41% of Veterans in Maryland are aged 65 and older according the Department of

4 The WPV Provider Directory containing the stars achieved by each partner is found at
https://www.wehonorveterans.org/partner-directory. MH is a partner is the WHYV program, but has achieved one
star.

18169533-v1




Veterans Affairs.’ See Exhibit 6. According to the NHPCO, of the 2.4 million deaths in the
United States each year, approximately 680,000 are Veterans. See Exhibit 4, As the NHPCO
further explains on its WPV website, “[t]o put this in perspective, there are more Veterans
anticipated to die each year for the next decade than died in all of World War II. ~ With the
aging of the World War II-, Korean- and Vietnam-era Veterans, an increasing number will

require end-of-life care....”

As a 4-star WHV program, Amedisys is uniquely well-positioned to undertake outreach
and education about hospice care within the large veteran population in Prince George’s County.,
As it does in its existing jurisdictions, Amedisys’ highly trained staff will conduct Veteran-
specific educational presentations in its communities at Veteran-organization venues such as
VFW and American Legion halls, as well as at community and health care venues, See Exhibit

6 for a flyer about the Amedisys WHV program.®

Additionally, in its outreach to communities that have historically underutilized hospice,
Amedisys leverages its open access philosophy that not all hospice programs share, meaning that
it does not require the patient to give up on hope in order to be admitted to the program. This
program is called “Power Of Yes!” This Amedisys philosophy supports patients to continue
current treatments, especially those focused on improving quality of life. This includes, among
other things, artificial nutrition and blood transfusions. Also, Amedisys never requires a patient
to have a "Do Not Resuscitate" (DNR) order in place before Amedisys will admit the patient.

Some underutilization of hospice is due to a reluctance to give up hope, or to give up current

* The VA data also shows that 41% of Veterans living in Maryland are African-American (see Exhibit 6), a
population that underutilizes hospice services as well.

¢ Amedisys staff are also trained to conduct assessments of Veterans to identify health issues associated with
military service, benefits to which the Veteran may be entitled, impact of military service on the Veteran and family
members, and establish goals of care that honor the Veteran’s preferences.
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treatment or to execute a DNR, but these are not preconditions to hospice care with Amedisys.
See Exhibit 8.

Finally, Amedisys’ public education campaign will also include its “Is Hospice the
Answer” quiz, which has proven to be a signiﬁcant tool for community outreach for educating on
hospice and bringing care to underserved populations.  The questionnaire (see Exhibit 9) is
made available in print and on the Amedisys website.  An average of 317 people filled out the
qiiestionnaire per month over the last 12 months, and this is growing at a rate of 10% a month,
When a questionnaire is completed, the person is immediately contacted by an Amedisys

representative to follow up.

3. Viability

a. Community Support

MH suggests that Amedisys is required to produce letters of support from community
leaders in order to demonstrate viability under COMAR 10.24.01.08G(3)(d). This is incorrect.
The viability standard states that the Commission will consider “financial and non-financial
resources, including community support, necessary to implement the project.” This does not
fequire letters from community leaders; rather, it allows letters of community support to be
considered as a non-financial resource necessary to implement the project, if the applicant is
relying on such community leaders. As described in its Application, Amedisys has an affiliate
that provides home health agency services in Prince George’s County that has established
relationships with other health care providers and facilities in Prince George’s County that will
benefit Amedisys in establishing a hospice program in that County.  Additionally, as reflected

in its response to the first set of completeness questions, Amedisys’ has already started making
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linkages with other health care providers and facilities in Prince George’s County. See Exhibit

11 for support letters from referral sources in Amedisys’ existing jurisdictions.

b. Legal Proceedings

MH suggests that certain pending legal proceedings and a 2014 settlement with the
Department of Justice (“DOJ”) disclosed by Amedisys raise concerns about the resources
available to support the project. There is no basis for such a concern. As shown in Application
Table 4, the program is projected to have an operating loss of $461,210 in its first year of
operation, and to be profitable beginning in its second year of operation.  The Applicant’s
parent company, Amedisys, Inc., reported total liquidity of $218 Million as of the first quarter of
2017 (see Exhibit 10, at p. 15), clearly sufficient to cover the projected loss from this project in
the first year. This level of liquidity exists three years after the settlement with the DOJ was
consummated,’ and after the wage and hour litigation and the commercial litigation highlighted
by MH in its comments were settled in 2016. Additionally, Amedisys announced the settlement
of the securities litigation referenced by MH on June 12, 2017.  This shareholder litigation,
commenced in 2010, was based on the same allegations that were the subject of the 2014
settlement with DOJ. Under the settlement, Amedisys agreed to pay $43.8 million, of which
$15 million will be paid by insurance and the remainder from internal cash reserves.®
Accordingly, there is no basis for any concern over the availability of resources to support this

project.

’Amedisys, Inc. entered into the settlement with the DOJ without any admission of liability and as a matter of
convenience in order to avoid the continued cost of defending the case and to avoid the uncertainty of litigation.
8Like the DOJ settlement Amedisys settled the securities litigation without any admission of liability in order to
eliminate the uncertainties, risk, distraction and expense associated with this protracted litigation,
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c. Working Capital

MH suggests that the proposed Amedisys program is not viable because it does not have
a sufficient amount of working capital. = MH’s only support for this claim is its purported
experience that working capital startup costs are necessary to initiate general hospice services in
a new geographic area. MH operates one program in one county, a program that commenced
operations (according to MH’s application) 35 years ago. MH is not in a position to offer any
relevant experience on what is required to start up a hospice program in a new jurisdiction in

2017.

In contrast, Amedisys has extensive, recent experience in starting up hospice programs in
new jurisdictions. Amedisys started up 131 new programs in the last ten years (including 19
hospice start-ups). Based on its relevant experience, Amedysis considers the expansion of its
operations to serve Prince George’s County residents to be no different than expanding its
existing operations in the four Counties it currently provides services.  Amedisys has sufficient
capital to cover operating losses for this proposed expansion. See Exhibit 10, at p. 15
(Amedisys Inc.’s total liquidity as of first quarter of 2017 is $218 Million). Amedisys intends to
expense losses in the year in which they occur, (in other words, does not intend to capitalize
those expenses over a longer period of time, as would be the case if there were significant capital
expenditures needed to finance this expansion), and therefore did not include them in the project

budget as a working capital.
d. Cost of Care

MH claims that Amedisys has lower costs of care and longer average discharge lengths of

stay as compared to the Medicare average, from which it suggests two “inferences” may be
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drawn: that Amedisys “may be” selecting patients based on cost, and that Amedisys “may be”
limiting services customarily provided under the Medicare hospice benefit.” Both inferences
are completely unfounded and based on pure speculation by MH, thus do not provide a basis to
conclude that Amedisys has not satisfied the State Health Plan standard. Nor has MH
explained how having lower costs of care and/or a longer average length of stay calls into

question the viability of the program.

Amedisys is a scaled, national platform that achieves operational efficiencies and
effectiveness while maintaining clinical distinction and attracting top clinical talent for its local
operations. It takes advantage of its pricing power due to its national footprint to leverage its
negotiating position with suppliers to drive costs down. It has nothing whatsoever to do with to
do with the level of patient care or their ability to pay. Costs are costs, and the statistics are

driven by costs in the numerator and visits in the denominator.

Further, the longer average length of stay demonstrates Amedisys’ success in working
with multiple referral sources and educating health care providers and patients earlier in the
dying process to utilize hospice care as soon as it is appropriate. Every day of life matters, and
Amedisys views hospice services as a means for allowing people to make the very most of their
time, even when faced with life-limiting circumstances. A longer length of time in hospice care
means that patients and their loved ones are able to maximize their experience of the emotional,

psychological and spiritual support under expert medical guidance that Amedisys provides.

4, Pediatric Patients

MH incorrectly claims that Amedisys has not satisfied COMAR 10.24.13.05B because it

will not admit pediatric patients.  This standard requires the applicant to identify its admission
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criteria and proposed limits by age, disease or caregiver, a requirement with which Amedisys
clearly complied. It does not prohibit admission limitations based on age. To the contrary, it
contemplates that applicants will have differing admission criteria as to age, disease or caregiver,
rejecting a one-size fits all approach and allowing applicants to propose different admission

criteria based on their care models.

Pediatric patients make up a small percentage of hospice patients. According to the
Commission’s public use data set, only 15 out of 1,826 hospice patients in Prince George’s
County (0.82%) in 2015 were ages 0-24.  Amedisys will admit only adult patients (over the age
of 18), but it will coordinate with other providers to ensure that the best setting of care is found

for a pediatric patient,

Further, Amedisys has proposed to meet only a portion of the need projection, allowing
the Commission to approve additional programs. This is in contrast to MH, which seeks to
foreclose the approval of other new hospice programs in Prince George’s County by proposing to

meet all or nearly all of the projected need in 2019,

RESPONSE TO BAYADA COMMENTS

1. The Corporate Integrity Agreement

Bayada argues it should be approved over Amedisys in a comparative review because
Amedisys is subject to a Corporate Integrity Agreement (“CIA”). It recites the allegations in
the underlying case as if they were established as facts, and argues that the Commission should
select Bayada over Amedisys because it does not have this “track record.”  Amedisys has no

such “track record” so it is not a basis upon which to compare the applications of Amedisys and
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Bayada.® These were unproven allegations in a case that Amedisys decided to settle — without
any admission of liability -- as a matter of convenience simply to avoid the continued expense
and uncertainty of litigation. The CIA that Amedisys agreed to as part of the settlement
formalized various aspects of its already-existing ethics and compliance programs. Amedisys
also agreed to other requirements designed to help ensure its ongoing compliance with federal
health care program requirements.  If anything, the fact that Amedisys is subject to the CIA
provides the Commission greater assurance of regulatory compliance than it would have in the

absence of'a CIA,

2. Community Outreach Staff

Bayada also claims that Amedisys provided misleading information about the
employment of Mr. Clash. Mr. Clash had accepted employment with Amedisys as of the time
its CON application was filed and he was scheduled to start. Amedisys considered Mr. Clash to
be committed but he changed his mind at the last minute, after the CON application was filed.
The fact that Mr. Clash unexpectedly changed his mind, however, is immaterial. He was hired
for Baltimore City, not Prince George’s County. This example still serves as an example of
Amedisys’ practice of seeking to hire “embedded” staff from within communities it serves to

strengthen its outreach and education efforts.

In fact, within 30 days after Mr. Clash informed Amedisys that he had changed his mind,
Amedisys had recruited another well-qualified, embedded community member in Baltimore City

to perform exactly the community outreach functions for which Mr. Clash had been hired. As

% Bayada does not point to any particular State Health Plan standard or review criteria that it alleges Amedisys has
not satisfied or upon which it should be compared favorably to Amedisys because Amedisys agreed to a CIA.
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Amedysis stated in its Application (at p. 24), it plans to provide expanded education and

outreach in Prince George’s County through similarly embedded and qualified staff.

3. Public Education and Qutreach Programs

Bayada also claims that Amedisys has supplied misleading information about the Being
Mortal program. It is Bayada, however, that has provided inaccurate and misleading
information about this program in characterizing the Being Mortal program is a program of the
Hospice Foundation of America (HFA) and suggesting that anyone can get the same rights as
Amedisys to the “Being Mortal” documentary by completing a 15-minute Survey Monkey
application. HFA sponsored and coordinated its own public awareness campaign involving
organized screenings of the Being Mortal documentary. The HFA’s campaign is a time-limited
campaign (that commenced in January, 2016 and runs through the end of June 2017) in which
HFA accepts applications to screen the Being Mortal documentary under HFA’s rights.!”  See

Exhibit 2.

Amedisys did not secure its rights to the Being Mortal documentary through HFA. As
described above in the response to MH’s comments, Amedisys directly owns the rights from
PBS and has the unrestricted right to share and distribute this groundbreaking documentary
featuring Dr. Atul Gawande video with the public.  Nor is the Amedisys program the same as
the HFA program. While the Amedisys program and campaign was inspired by and includes
the Being Mortal documentary, what is most important is how Amedisys uses this documentary

within a larger program in the communities in which it works in order to help generate difficult

but necessary conversations about end of life care.  The most valuable part of the Amedisys

10 The program was initially scheduled to run through the end of 2016, but was extended through the end of June,
2017 according to the HFA website.  https://hospicefoundation.org/Home/Being-Mortal-Project.
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'Being Mortal workshop is the unique interactive discussion led by an Amedisys hospice
specialist after the film, The discussion focuses on having more effective and successful
conversations with patients and family facing a serious or life-limiting illness. As also described
above, with its ownership rights, it was able to provide an education grant to Antidote Education
Company to provide CME/CE credit to physicians, PAs, NPs, nurses, and social workers, as part
of our effort to reach the broadest cross-section of healthcare professionals possible.  (See
Exhibit 1 for the Accreditation Summary.) To date, Amedisys and affiliates have hosted over

350 events for health care providers, and issued over 2,860 credits nationally.

Bayada states that Amedisys has not demonstrated that the Being Mortal program will
“uniquely help” to increase hospice awareness and acceptance in underserved communities in
Prince George’s County.” It is unclear what “uniquely help” means, but it has no basis in the
actual State Health Plan Standard, which requires an applicant to document its plan for public
education programs designed to increase awareness and consciousness of the needs of dying
individuals and their caregivers, to increase the provision of hospice services to minorities and
the unders;irved, and to reduce the disparities in hospice utilization.” The Being Mortal program
is squarely within this requirement, Promoting more effective and successful conversations
with patients and families facing a serious or life-limiting illness is crucial to overcoming
psychological, religious, cultural and other barriers to utilizing hospice. Being Mortal program
will be an important public education tool to increase hospice acceptance and utilization in
Prince George’s County, including within minorities and communities that have underutilized

hospice services up until now,

Having itself pointed out that a leading national hospice organization (HFA) is

sponsoring a public information campaign centered on the Being Mortal documentary, it is odd
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that Bayada would, at the same time, suggest that this documentary bears no necessary
relationship to public awareness of the benefits of hospice care. Conversations around the end
of life issues addressed in the Being Mortal documentary are a necessary predicate to a
coiwersation about hospice. Each Being Mortal program sponsored by Amedisys generates a
wéalth of in-depth end of life conversations, and it is these conversations that uncover the need
for hospice care. As described above, after Amedisys launched the Being Mortal campaign in
its existing jurisdictions in Maryland in November 2016 hosting 9 events in Rosedale and
Elkton, Amedisys experienced a 35% increase in hospice referrals, an increase that has been

sustained since those events

Bayada suggests that the public education campaign that Amedisys has proposed will
focus only on “institutions” rather than including individuals as well. To the contrary, the
Amedisys application describes a comprehensive public education campaign that includes both
institutions and individuals. The Being Mortal program is heavily focused on educating
individual health care practitioners; indeed, as described above, it provides continuing education
credits to health care practitioners. As also described above, conducting Being Mortal
programs with health care practitioners in Amedisys’ existing jurisdictions resulted in a
substantial increase in hospice utilization in those counties. Further, Amedisys described its
plan to hire qualified embedded outreach and marketing staff in Prince George’s County, who
visit individual health care practitioners’ offices on a daily basis to increase awareness and

hospice utilization.

Additionally, as described in its Application and above in response to MH’s comments,

Amedisys is a four-star partner in the We Honor Veterans (WHV) program, a program focused
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on increasing access to end of life care for Veterans, an underserved population.!!  As such,
Amedisys is uniquely well-positioned to undertake outreach and education about hospice care
amongst the Veteran population in Prince George’s County, the largest such population in the
State.  As it does in its existing jurisdictions, Amedisys’ highly trained staff will conduct
Veteran-specific educational presentations to Veterans and their families at Veteran-organization
venues such as VFW and American Legion halls in Prince George’s County, as well as at

community and health care venues.

4, Charity Care Policy

Finally, Bayada suggests that the Amedisys charity care policy is “complex and
restrictive” by concocting an implausible (and inaccurate) interpretation of the policy. Contrary
to Bayada’s suggestion, the patient is not being requalified for charity care during the course of
care after admission. The internal approvals are back office recordkeeping requirements; they
do not involve the patient or the family in any way. The necessary information for eligibility for
charity care is obtained from the patient or family up front, at admission. Once qualified, if the
cost of care exceeds what was projected up-front, this does not impact ongoing care of the
patient.  For example, if upon admission a patient was expected to require between $1,000 and
$5,000 of care (for which approval of the AVP was obtained), but the patient ends up needing in
excess of $5,000 in care, then the local office simply obtains the specified approval from the
corporate office or SVP at that time.  This ensures appropriate recordkeeping internally, but is

seamless to the patient and family.  Amedisys has never discharged, and would not discharge, a

""Although Bayada has hospice programs in other states that are WHYV partners, they have varying ratings (including
new “recruits” with no rating, one star, three stars and four stars) and its Application to establish a program in Prince
George’s County is silent about the WHV program. See https://www.wehonorveterans.org/partner-directory.
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charity care patient because costs exceeded what was originally expected requiring an additional

internal approval.

CONCLUSION

For the reasons stated above and in the Amedisys CON application, the Amedisys CON

Application should be approved.

¥

Respgéctf, lly submitted,

Martd D. Harting o

Venable LLP
750 E. Pratt Street, Suite 900
Baltimore Maryland 21202

Counsel for Amedisys Maryland, LLC
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CERTIFICATE OF SERVICE
I hereby certify that on this 21* of June, 2017, a copy of the foregoing Response to
Interested Party Comments of Montgomery Hospice and Bayada Hospice was sent by electronic
mail and by first class mail, postage prepaid, to:
Jonathan Montgomery, Esq.
Gordon Feinblatt LLC
223 E. Redwood Street

Baltimore MD 21202
imontgomery@grflaw.com

Timonth B. Adelman, Esq.

Hall Render Killian Health @ Lyman P.C.
280 Admiral Cocrane Drive

Suite 370

Annapolic MD 21401
TAdelman@hallrender.com

Howard Sollins, Esq.

Jack Eller

Baker Donelson

100 Light Street

Baltimore MD 21202
hsollins@bakerdonelson.com
jeller@bakerdonelson.com

| e~
Marta D. Harting L \>

20
18169533-v1




AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater

Chesapeake are true and correct to the best of my knowledge, infomati%
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater
Chesapeake are true and correct to the best of my knowledge, information and belief.
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater
Chesapeake are true and correct to the best of my knowledge, information and belief,
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Montgomery Hospice filed by Amedisys Hospice of
* Greater Chesapeake are true and correct to the best of my knowledge, information and belief.
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater
Chesapeake are true and correct to the best of my knowledge, information and belief,
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater

Chesapeake are true and correct to the best of my knowledge, infomati%
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the
Response to Interested Party Comments of Bayada Hospice filed by Amedisys Hospice of Greater
Chesapeake are true and correct to the best of my knowledge, information and belief,
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antidote Being Mortal:

EDUGATION GOMPANY Conversations About the End of Life

Release Date: September 2, 2015
Expiration Date: September 2, 2017
Format: Internet-based Video

Target Audience
This program is designed for physicians, nurse practitioners, physician assistants, nurses and social workers and others
involved in the care of patients nearing the end of their life.

Statement of Purpose

As was poignantly stated in the PBS Frontline special, “Doctors are often remarkably untrained, ill-suited and
uncomfortable talking about chronic iliness and death with their patients.” For most physicians and their teams, there is
little training in managing end-of-life and having these difficult conversations with patients and families. Medical school
and residency training has imparted the belief that death is failure. Too often, death comes as a surprise to patients’
loved ones because this conversation never took place. There is no natural time to have these conversations until a crisis
comes, and too often it’s too late. Also, sometimes what physicians do say to patients in not what patients hear, and
their death comes as a surprise to family members. Patients have definite goals like to die at home or avoid suffering.
However, too often physicians and their care teams do not ask their patients about their goals and fears, so treatment is
not aligned with their patients’ priorities.

This CME activity will discuss how healthcare professionals can better help terminally ill patients prepare for death, and
provide training in effective ways to engage patients and families in these difficult conversations that can empower
patients to live their lives fully. It will define the importance of patients’ goals of care, and discuss ethical concerns of
end-of-iife decision-making.

Learnihg Objectives
Upon completion of this activity, you should be able to:

Explain the benefits of having conversations about your patients’ goals of care and what’s important to them
Use strategies and tools to aid in conversations with patients about their goals of care

Initiate conversations with your patients to learn their goals of care and what's important to them

> W Noe

Engage in difficult conversations about prognosis, treatment and location of care to understand a patient’s
priorities and goals of care

5. Recommend care plans for patients based on their goals of care

Presenting Faculty

Atul Gwande, MD, MPH Dr. Gawande is a surgeon, writer, and public health researcher. He practices general and
endocrine surgery at Brigham and Women'’s Hospital. He is Professor in the Department of Health Policy and
Management at the Harvard T.H. Chan School of Public Health and the Samuel O. Thier Professor of Surgery at Harvard
Medical School. He is also Executive Director of Ariadne Labs, a joint center for health systems innovation, and Chairman
of Lifebox, a nonprofit organization making surgery safer globally.

Dr. Gawande has been a staff writer for The New Yorker magazine since 1998 and has written four New

York Times bestsellers: Complications, Better, The Checklist Manifesto, and most recently, Being Mortal: Medicine and
What Matters in the End. He is the winner of two National Magazine Awards, Academy Health's impact Award for
highest research impact on healthcare, a MacArthur Fellowship, and the Lewis Thomas Award for writing about science.



Content Planning Faculty

Being Mortal:

Conversations About the End of Life

Michael Fleming, MD, FAAFP Dr. Fleming is chief medical officer of Antidote Education Company. He is a Clinical
Associate Professor of Family Medicine at LSU Health Science Center in Shreveport, and Clinical Assistant Professor of
Family and Community Medicine at Tulane University School of Medicine. Dr. Fleming has more than 29 years of medical
field experience and is past President of the American Academy of Family Physicians and the Louisiana Academy of ‘
Family Physicians; and was founding President of the Louisiana Health Care Quality Forum.,

Accreditation

AMA: This activity has been planned and implemented in accordance with the Essential Areas and policies of the
Accreditation Council for Continuing Medical Education through the joint providership of Antidote Education Company
and Amedisys. Antidote is accredited by the ACCME to provide continuing medical education for physicians.

Antidote Education Company designates this enduring activity for a maximum of 1.0 AMA PRA Category 1 Credit™.
Physicians shouid only claim credit commensurate with the extent of their participation in the activity.

AAFP: This Enduring Material activity, Being Mortal: Conversations About the End of Life, has been reviewed and is
acceptable for up to 1.00 Prescribed credit(s) by the American Academy of Family Physicians. Term of approval begins
09/01/2015. Term of approval is for one year from this date. Physicians should claim only the credit commensurate with

the extent of their participation in the activity.

AANP: This program is approved for 1.0 contact hour(s) of continuing education by the American Association of Nurse
Practitioners. Program ID 1508338. This program was planned in accordance with AANP CE Standards and Policies.

NASW: This program is Approved by the National Association of Social Workers (Approval # 886592955-0) for 1 Social

Work continuing education contact hours.

Method of Participation
s Register/Sign In
» Read the learning objectives and disclosures.
e View the entire video.

Educational Grant
This CME activity is supported by an unrestricted educational
grant from Amedisys.

Disclaimer:

The material presented at this course is being made available by
Antidote Education Company for educational purposes only. This
material is not intended to represent the only, nor necessarily
best methods or procedures appropriate for the medical
situations discussed, but rather is intended to present an
approach, view, statement or opinion of the faculty which may
be helpful to others who face similar situations. Opinions
expressed in this activity are those of the faculty and not of
Antidote or the joint sponsor. Every effort has been made to
assure the accuracy of the data presented at this course.
Physicians may care to check specific details such as drug doses
and contraindications in standard sources prior to clinical
application,

e Complete the evaluation and return it to your host.
s A certificate will be emailed to you within 2 weeks

Disclosure

Antidote is committed to creating, developing, and operating
high-quality, relevant, and practical continuing medical
education activities that are in compliance with the ACCME's
policies on commercial support and disclosure, Specifically, we
are dedicated to ensuring that our events are planned and
implemented free of the control of commercial interests and to
identifying and resolving conflicts of interest of all persons in a
position to control the content of an educational activity before
the educational activity is delivered to our attendees. In
addition, it is our standard practice to disclose all relevant
financial relationships of our speakers in writing to our attendees
before the beginning of an educational activity. The content of
this material does not relate to any product of a commercial
interest; therefore, there are no relevant financial relationships
to disclose,

Copyright ©® 2015-2017 Antidote Education Company. All rights reserved.
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HA

HOSPICE FOUNDATION
OF AMERICA

FOR IMMEDIATE RELEASE
January 19, 2016

Hospice Foundation of America to Organize
Public Awareness Campaign around Advance Care Planning
Grant from John and Wauna Harman Foundation to Fund Effort

The John and Wauna Harman Foundation (Harman Foundation) has selected Hospice
Foundation of America (HFA) to sponsor and coordinate a public awareness campaign on the
importance of talking about end-of-life preferences and goals with loved ones and medical
professionals.

The project uses PBS’s FRONTLINE film, “Being Mortal,” to educate audiences and encourage
people to take concrete steps to identify and communicate their wishes for end-of-life care. HFA
will organize screenings of the documentary in communities nationwide to engage wide and
diverse audiences, including both members of the public and clinicians, to spark reflection and
discussion about the need for these sensitive conversations.

The screenings will be followed by a guided discussion. Screening Sites selected by HFA will be
asked to partner with a community-based organization to increase community participation and
ensure representation of both medical professionals and lay people. Screenings will begin later
this year and continue through 2016.

Aired on PBS in February 2015, “Being Mortal” follows physician Atul Gawande as he thinks
about death and dying in the context of being a healer. The renowned writer and Boston surgeon
shares stories about experiences at the end of life from patients and his own family. Dr. Gawande
published a national bestselling book by the same name. The Harman Foundation was an
underwriter of the FRONTLINE film.

“While written advance care directives (ACDs) are important, the nuances of end-of-life care
can’t be captured in a checklist,” said Julie Berrey, executive director of the Harman Foundation.
“Discussing deeply-held personal values and what matters most at the end of life before a serious
illness occurs helps make shared decision-making easier for patients and families when a loved
one faces a severe illness, especially in the absence of formal ACDs or when a patient can no
longer participate in the discussion.”

Seventy percent of Americans say they would prefer to die at home, but nearly
70 percent die in hospitals and institutions. Ninety percent of Americans know they should have
conversations about end-of-life care, yet only 30 percent have done so.



To help close this gap, the Harman Foundation and the California HealthCare Foundation
collaborated in 2015 to promote viewing and discussion of “Being Mortal” by Californians
through support of over 65 screenings in communities throughout the state. The effort was a
huge success, with public interest far exceeding expectations and resulting in the decision to
expand the effort nationally.

“We’re honored to partner with the Harman Foundation on this important national project at the
grassroots level,” said Thomas J. Spulak, chairman of HFA’s board of directors. “Anyone who

has seen ‘Being Mortal’ knows the important message it sends about end-of-life discussions and
awareness, HFA’s experience in community-based education will enable it to fully support local
screening sites to hold engaging community events.”

For more information contact Amy Tucci, HFA, atucci@hospicefoundation.org or 1-800-854-
3402,

#it#

About the John and Wauna Harman Foundation

The John and Wauna Harman Foundation (Harman Foundation) is a private family foundation
rooted in its donors’ humble beginnings. Thus, the Harman Foundation values humility,
compassion, education, and a concern for the most vulnerable in our society. Its mission is to
improve end-of-life care in America by encouraging all Americans to have meaningful
conversations with family and loved ones about their end-of-life care wishes before serious
illness occurs, thereby improving quality of life as death is near.

About HFA

Hospice Foundation of America is a 501(c)(3) nonprofit organization. HFA meets its mission by
providing programs for professional development, public education and information;

funding research, producing publications, and by providing information on issues related to
hospice and end-of-life care. Our programs for healthcare professionals are designed to improve
care of those with terminal illness and those experiencing the process of grief, and are offered on
a national basis. Our programs for the public are designed to assist individual consumers of
health care who are coping with issues of caregiving, terminal illness, and grief.
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A Special Invitation for Our Healthcare Partners

"I learned how to fix things.
But not how to manage the problems | could not fix”
— Atul Gawande, MD, “Being Mortal”

Join our hospice specialists for a review of
Dr. Gawande’s groundbreaking documentary, “Being Mortal!
This workshop will feature an interactive discussion on having more effective and successful
conversations with patients and families facing a serious or life-limiting illness.

“BEING MORTAL”

IMPROVING OUR COMFORT WITH DIFFICULT PATIENT CONVERSATIONS

A Special Screening & Conversation about
the Groundbreaking Film

Wednesday, Nov. 9 & Thursday, Nov. 10
6:30 - 8:30 pm

VA Maryland Health Care System Loch Raven Campus
Rehabilitation Bldg. 1st Floor Multipurpose Room
3900 Loch Raven Boulevard

Free Parking
Refreshments will be served.

Email RSVP to Linda.Kurlander@amedisys.com
Be sure to include the date you plan to attend.
CME/CE credit for physicians, NPs, PAs, nurses and social workers.

D~ ol

VA MARYLAND

HEALTH CARE BYSTEM

To learn more, visit
www.Amedisys.com/BeingMortal CME

Accredited by Antidote Education Company AMA PRA Category | Credit™ Approved — AANP Approved
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\W . National Hospice and Palltative Care
We HoNOR VETERANS Organization

We Honor Veterans Campaign Fact Sheet

WHAT: We Honor Veterans (www.WeHonorVeterans.org) is a national hospice provider awareness
campaign conducted by the National Hospice and Palliative Care Organization (NHPCO) in collaboration with
the Department of Veterans Affairs (VA). NHPCO is actively supporting the campaign and providing
resources for hospices to participate because:
e Of 2.4 million deaths in the United States each year, approximately 680,000 are Veterans
* Avast majority of Veterans are not enrolled in VA and may not be aware of end-of-life services and
benefits available to them, including the Medicare Hospice Benefit and VA-paid hospice care
e Community hospices can join other hospice providers across the country in honoring our Nation's
Veterans and be listed on the We Honor Veterans website

WHY: Hospices will have the ability to promote their level of commitment to Veterans by displaying the We
Honor Veterans logo on their websites as well as community outreach and educational materials. By
becoming a We Honor Veterans Partner, hospices will be better prepared to:
' Build professional and organizational capacity to provide quality care for Veterans

Develop and/or strengthen partnerships with VA and other Veteran organizations

Increase access to hospice and palliative care for Veterans living in their community
" Network with other hospices across the country to learn about best practice models

HOW: Hospices can join the We Honor Veterans campaign by signing and submitting the Partner
Commitment form, found at www.WeHonor. Veteran.org, Hospices can “earn their stars” and matching logo
by completing activities for each of the four levels of commitment. This allows VA staff and Veterans to
easily identify hospices that have made a commitment to offer veteran-specific care and services provided
by a competent and highly skilled workforce.

Recruit Get oriented and commit to the We Honor Veterans program

Level 1 Provide Veteran-centric education for staff and volunteers, and identify patients with military
experience (1 Star; We Honor Veterans Levei 1 logo)

Level 2 Build organizational capacity to provide quality care for Veterans (2 Stars: We Honor Veterans
Level 2 jogo)

Level 3 Develop and strengthen relationships with VA medical centers and other Veteran organizations
(3 Stars: We Honor Veterans Level 3 logo)

Level 4 Increase access and improve quality of care for Veterans in your community (4 Stars: We Honor
Veterans Level 4 logo)

vV W v WV

W Hosox Versxass We Horoe Vorinas, W Honor Vereraks W Honew VEi Lrans .
RESOURCES: www.WeHonorVeterans.org provides community hospices, state hospice organizations,
Hospice Veteran Partnerships and VA programs with tools and resources that encourage them to:

e Commit to honoring Veterans at the end of life

& Assess their current ability to serve Veterans

e Learn more about caring for Veterans

o Find resources to support Veterans at the end of life

* Provide veteran-centric education for staff

¢ Measure Quality and Outcomes

CONTACT: veterans@nhpco.org
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Providing compassionate end-of-life care
for those who served our country

Veterans have made many sacrifices over the course of their
lives to protect and serve our country. And when it comes to
the end of life, our goal is to protect the dignity and comfort of
these service men and women.

That's why we are a We Honor Veterans partner, recognized
by the National Hospice and Palliative Care Organization. Issues
such as post-traumatic stress disorder, depression, and financial
concerns can affect the end-of-life process for veterans and
their families. Through our commitment to providing
exceptional services for those who have served our country, our
hospice specialists have completed in-depth education and
training to meet veterans’ unique physical and emotional
needs at the end of life.

When your veteran patient comes on Amedisys Hospice Care,
our specialists spend time learning about their life and
experience in the military. By learning about his or her branch
of service, time in combat and eligibility for VA benefits, we seek
to provide care that fits your patient’s individual needs so they
can live ALL the days of their lives with comfort and dignity.

R sy ore i 1L 2y

To learn more about our Veteran's program or
our hospice services, call us at:

XK XXX XXXX

e Hospice Care

T FLLO61-HSP REV 11/12 www.amedisys.com
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' Your Care Needs Might

and We'll BeThé;ré,-_»Ever‘y_Step; ftr

At Amedisys, we take pride in the quality of our home health care and in the services we provide to
our community. We also recognize that as time passes, your goals for care and healthcare needs
might change. '

That's why we're proud to offer additional services and levels of care, right here within our Amedisys
family. This includes our Hospice Services, provided by some of the region’s most talented,
compassionate, and experienced hospice specialists and bolstered by our unique “open access”
philosophy.

With our specialized hospice care program ...

> We care for all eligible patients (life expectancy of six months or less).
> Wedo not reduire you to give up on hope for cure or recovery.

> We provide aggressive pain and symptom management, emotional and spiritual
support, and quality of life, supporting both the patient and the entire family.

> We.work specifically to help you achieve your personal goals and to

bring joy, comfort, and fulfillment into every moment possible. \

%

> We allow you to continue your current treatments, especially % NURSE
those focused on improving your quality of life. This includes 7 K S,
artificial nutrition, blood transfusions, and much more. . VOLUNTEERS *, MEDICAL .
- . . ; ] DIRECTOR "
Additionally, we will never require that you sign a DNR as a ey
condition of your admission to hospice. S

> We will cover 100% of the costs of all care, medications, «:BE‘REAVEMENTK*

equipment, and supplies related to your terminal iliness 'COUNSELOR . Az
(for patients covered by Medicare and for many Medicaid : ff T
and commercial insurances). Vi

«  CHAPLAIN

So while your needs, goals, and priorities might change throughout the
course of your care, we offer the right level of care, at the right time,
wherever you call home.

To learn more about our hospice care,

Amedlg] y talk with your home health specialist.

Home Health Care

www.amedisys.com

FL-266-HH REV 06/2016
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s Hospice the

Facing a serious illness for the first time can be overwhelming for both the patient and the entire family -

especially if you don't know where to turn for answers and support.

That's where our team of compassionate hospice specialists can help. The gift of hospice gives patients

facing a life-limiting iliness the freedom to live ALL the days of their lives by offering comfort, dignity,

quality and time. If you're not sure whether your loved one might be eligible for hospice care, this brief

questionnaire might help...
Have you or your loved one... YES NO
1. Been hospitalized or gone to the emergency room several times in the past six months? [ L]
2. Been making more frequent phone calls to his or her physicians? ]
3. Started taking medication to lessen physical pain? [ O

" 4. Started spending most of the day in a chair or bed? O tl
5. Fallen several times over the past six months? ] O]
6. Started needing help from others with one or more of the following? 0 ]

(bathing, dressing, eating, getting out of bed, walking)
7. Started feeling weaker or more tired? L] O
8. Experienced weight loss so that clothes are noticeably looser? U 0
9. Noticed a shortness of breath, even while resting? O Il
10. Been told by a doctor that life expectancy is limited? d O
If you answered "yes"to four or more of the questions above, hospice could be the answer for you
and your loved one, Hospice can help manage the physical, emotional, and spiritual needs of the
patient, while also supporting the needs of the family.
N /

- To learn more about our hospice care,
Amedlg]S" talk with your home health specialist.
Home Health Care :

www.amedisys.com

FL-266-HH REV 06/2016
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Forward-looking statements

This presentation may include forward-looking statements as defined by the Private www.am QQ m w<w .Lom

Securities Litigation Reform Act of 1995. These forward-looking statements are based

upon current expectations and assumptions about our business that are subject to a Z >m U > o . >_<_ m U
variety of risks and uncertainties that could cause actual results to differ materially from )

those described in this presentation. You should not rely on forward-looking statements as : o
We encourage everyone to visit the

Investors Section of our website at
Additional information regarding factors that could cause actual results to differ materially www.amedisys.com, where we

from those discussed in any forward-looking statements are described in reports and , have posted additional important
information such as press releases,
profiles concerning our business
and clinical operations and control
processes, and SEC filings.

a prediction of future events.

registration statements we file with the SEC, including our Annual Report on Form 10-K
and subsequent Quarterly Reports on Form 10-Q and Current Reports on Form 8-K,

copies of which are available on the Amedisys internet website hitp://www.amedisys.com

or by contacting the Amedisys Investor Relations department at (225) 292-2031.

We disclaim any obligation to update any ﬁo:am_d-_oox_:m statements or any changes in

events, conditions or circumstances upon which any forward-looking statement may be

based except as required by law.
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What Iinvestors Want

Themes from the investor and analyst community that we will address and deliver on in 2017

HCHB
Disruption
Dissipates

Post 1Q'17, HCHB
disruption should
no longer impact
operations

HCHB 2.0 training
will focus on
optimization of the
platform aimed at
driving improved
clinical outcomes
and additional

‘margin

improvement

Work on HCHB
back office scale
opportunities

.

12
AV

Organic
Growth

Home Health:
Coming out of
2016 HCHB
implementation, a
return to mid-single
digit growth rates
achievable by
2H17

Hospice:
Continued growth
at high single / low
double digit pace

Personal Care:
Added locations in
geographies where
we have strong
Home Health and
Hospice overlap to
provide integrated
solutions

(3

4

Ko .

M&A

Strategic and
disciplined
deployment of
capital with a
preference to
acquire assets in:
Hospice, Personal
Care tuck-in's, and
opportunistic
regional
acquisitions in
Home Health

Unlevered balance
sheet gives us
access to capital
and lots of options

Small capital
allocation for
capabilities .
building hospital at
home, discharge
planning, Palliative
care and care
coordination

Impact of
Capacity

HCHB
implementation
has helped to free
clinician capacity.
We will focus on
leveraging this to
help drive
productivity and
organic growth

We have also
developed and are
rolling out a
proprietary
productivity tool
which predicts and
optimizes clinician
productivity

M@ 1 J]

Clinical
Distinction

Amedisys

maintains above a

4-Star average
(4.13) in the July
2017 HHC preview
with 82% of
providers at 4+
Stars

STAR score
improvement for
the seventh
consecutive
quarter (from initial
July’15 release to
Jul'17 preview)

Ten Amedisys
providers rated at
5-Stars in the July
2017 Preview

Next focus:
hospital
readmissions

6

Management

Team

Increased
operational and
execution bench
strength

Experienced
management team
in place to guide
the company post-
HCHB
implementation
particularly in
areas of home
health growth and
driving operational
excellence &
standardization

(7

el
it
—

Regulatory

Amedisys and The
Partnership for
Quality Home
Healthcare
(PQHH) worked
collaboratively with
CMS and others
on the Hill to delay
further
implementation of
PCR

Continue to work
with the new
leadership at CMS
and Members of
Congress on
regulatory issues
impacting home
health and
hospice, including
the Home Health
Groupings Model

(8

BD / Sales

Restructuring

+ Project Redwood
helped us with
better targeting
and better tools
{we know where
and who to hunt)

Focus is on hiring
and retaining the
right BD staff

« Updating
incentives to
further drive BD
productivity and
retention

+ Training to drive
better productivity




Highlights and Summary Financial Results (Adjusted): 1Q 2017 N
Hospice and Personal Care continue their strong growth. Home Health total episodic admissions up 3% N
but Medicare FFS down 1%. Cost containment initiatives performing very well driving 1Q EBITDA

1Q17
» Revenue Growth: +6% * Net debt: $47M
Amedisys [ EBITDA: $32M « Leverage ratio: 0.4x (net)
(o [T By j| - EBITDA Margin: 8.6% e « CFFO bef. WC change @ :
- EPS: $0.47 E m m m | mw Balance $42M
et B S M\ : SR . Free cash flow @ : $23M
Cash
Flow

Growth Metrics ©);

« Billable hours/quarter: +53%

« Clients served: +56%

+» Closed HomeStaff acquisition
and signed East TN Personal
care

« Largest provider of personal !
care services in Mass. ,

Same Store Volume:
« Admissions: +20%
- ADC: +16%

Same Store Admissions:
« Medicare FFS: (1%)
« Total Episodic: +3%
| « Non-Episodic: (1%)

Other Statistics:
« Cost per day: (4%)

Other Statistics:
« Medicare recert rate: 35%
 « Total cost per visit: +2%

?

‘_D \_ ﬂ $ in Millions, except EPS
Home Health - ) 272.7 271.3
@ Hospice 73.0 85.6
\ Personal Care : 3.1 13.6
or\ Total Revenue $ 3488 $ 370.5
Gross Margin % 42.1% 41.8%
. Adjusted EBITDA 23.9 32.0
Adjusted : 6.9% 8.6%
Financial Adjusted EPS $0.33 $0.47

Results

Free cash flow @ $7.8 $23.4




Home Health and Hospice Segment

Adjusted) - 1Q 2017M

Home: health financial performance steady despite reimbursement cut; hospice continues to outperform

ae

S d i Mwm. At e
Medicare 12068 198.7
Non-Medicare 659 726

Home Health Revenue $272.7 $271.3
Gross Margin % - 41.0% . 39.9%

Segment EBITDA @ 38.2 36.6

14.0% 13.5%

Operating Statistics

Medicare admit growth - same store 4% (1%)

Medicare recertification rate 36% 35%

Medicare admits 50,418 49,628

Medicare recertifications 26,023 25,043

Non-Medicare episodic admits - same store 1% 35%

Non-Medicare non-epiosidc admits - same store 10% (1%)

Total Cost per visit -$87.45 $89.61

« Overall same store episodic admit growth was solid (+3%) driven
by non-Medicare episodic admits (+35%), offset by decline in
Medicare same store admissions (-1%)

- CPVincrease anticipated due to planned salary increases and
health care costs :

SR R HOSPICE

$ in Millions N 1Q16 1Q17
Medicare 68.7 80.7
Non-Medicare 4.3 4.9
~Hospice Revenue $73.0 $85.6
Gross Margin % 46.8% 50.5%
Segment EBITDA @ 16.6 22.6
22.7% 26.4%

Operating Statistics

Admit growth - same store 19% 20%
ADC growth - same store 22% 16%
Admits 5,430 6,505
ADC 5,507 6,365
Revenue per day $145.65 $149.41
Cost per day $77.36 $74.08

Hospice Highlights

Eighth straight quarter of double digit same store admissions
growth

Net revenue per day up 3% yly; gross margin expanded 370 basis
points

Cost per day down 4%, segment EBITDA contribution up 36%

1




General & Administrative Expenses — Adjusted (-2 %%D

wams

Impact of G&A cost control materializing as operational efficiencies are realized

1016 2Q16 3Q16  4Q16

,_D,‘_ﬂ i$ in Millions, except EPS 1017

w‘ms Millions, except EPS 1Q16 2Q16 3016 - 4Q16

:Corporate mx_uo.:mm Detail

Home Health Segment 704 713 707 674 680 oo andBenefis [y ST M
% of Home Health Revenue 25.8% 25.9% 26.3% | 25.2% 251% Corp. GEA Subtotal 28.8 279 26.2 25.5 255 _
. . “Non-cash compensation 3.1 3.3 2.8 34 24"
Hospice Segment 16.9 17.3 17.4 18.0 18.0  “Adjusted Corporate G&A 319 312 200 288 27.9:
% of Hospice Revenue 23.1% 22.6% 21.2% 21.1% 21.0% .. T A R g
Perscnal Care Segment 0.4 2.3 2.2 29 3.3 :
% of Personal Care Revenue 12.7% 24.5% 20.6% 22.8% 24.3% . Adjusted Corporate G&A
G Hame  WGHR O EEGR OEae RSt dame s ReEm maws mwa WDED O NESIE THWD e DR SRR SEEWE  wedE SONE Adusd N y !
% of Total Revenue 9.1% 8.6% 8.0% 7.9% 7.5% $31.9 $31.2 s, e
29.0 28.9 .
Total 119.6 1221 119.3 117.2 117.2 ¥ $ $27.9
% of Total Revenue 34.3% 33.8% 33.0% 32.1% 31.6% ,
1Q16 2Q16 3Q16 4Q16 1Q17
Notes:

« Year over year total G&A as a percentage of revenue decreased 270 basis points
» Home health segment G&A: 70 bps y/y decrease as % of revenue
* Hospice segment G&A: 210 bps decrease y/y as % of revenue
+ Corporate G&A: 160 bps decrease yly as % of total revenue
+  Excluding G&A from our new personal care segment; G&A has decreased over $5M in 1Q17 vs. 1Q16




Ongoing Initiative

g
g

g Category = . Update

How we’re

Amedisys maintains a 4-Star average in the July 2017 HHC release

Standardization

Heart program rolled out in Feb. 2017, COPD on-track

- : STARS/ . ” . oo -
.ﬂ—tmﬂw in @ Quality with 82% of providers at 4 stars or better. Industry leading quality in -+ Rolled out new heart failure program
hospice : ~  "with additional protocol driven
[T e programs underway.
Protocols / Create innovative industry-leading, clinical programs and define, : : i
Clinical develop and implement standardized care protocols at point of care.

Overall turnover was 22.3% with full time turnover at 18.6%.

¥

Continued focus on retention through
engagement and development
opportunities. Increased emphasis
on HH BD turnover.

Turnover . o
Customized voluntary turnover goals rolled out to each organization
aimed at maintaining turmover targets

Productivity Proprietary productivity & staffing tool has rolled out. The tool will

help drive increased capacity, higher productivity, and optimize
professional mix to help manage cost per visit (CPV)

- HCHB Rollout &
*: Disruption

Ooan_mﬁmn installation’ in 15 months ~ no expected impact beyond
1Q'17.. Working on ‘clean-up of 2016 impacts (A/R)

for Our Patients In
Their Homes

&

Outstanding Dutcomes
Etficioncy

Oprratignajl
Excelfence

HCHB 2.0

Re-training the fi w_m to'become system “ mcum?:mma or a:<m more
efficiencies m:a oﬁm:_Nmn_o:m_ standardization.

\ 4

CostiInitiatives

Execution o:,w,oomﬁ o,o:*mm::.gmzﬁ initiatives has been successful to
amﬁml Em,gnﬁm::m,. to'be on pace to deliver ﬁm_@mﬁma savings by 4Q'17

OmO qm_.:m_:mn mﬂmm% mﬁ 40 from AO 2016 to AD mo._u mxvmoﬁ k6._‘.6
normalized u< 3Q17

Post 1Q’17, no additional expected
HCHB disruption
Focus shifted to HCHB 2.0 training
» A/R increase related to process
changes from HCHB
implementation (billing from two
systems until AMS2 wind down).
Goal to drive DSO number down to
mid 30's by 2H'17

: I,,,o.:._m. Health

Achieved 3% total m_u_moa_o growth with m__m::< negative Medicare
FFS growth. BD reorg efforts underway, still target mid-single digit
growth in 2H17- ,

,I;om_u.mom

Hospice performance continues to be stellar. SS Hospice admissions
+20%. 8" corisecutive quarter of double digit growth

Personal Care

Billable hours/quarter; +53%, Clients served: +56%. Integration
process highly efficient. Targeting acquisitions

\ 4

VeA

Closed HomeStafff and signed Tenet and East TN Personal Care
deals in 1Q. Pipeline remains strong ($100M+ EBITDA), maintaining
pricing discipline and focusing on Hospice acquisitions

ololde ojceae cle = e

Reimbursement

PCR pilot in Florida delayed. Focus now turned to working
collaboratively with CMS on Home Health Groupings Model and other
regulatory issues impacting Home Health and Hospice

Implementing Home Health Sales /
BD Reorg initiatives

Targeting 4-6% annual organic
growth rate in Home Heatth in 2H17
Focusing M&A efforts on hospice
and personal care, while
maintaining multiple discipline
Positive outcome with the further
delay of PCR in FL.

HHGM next to address




Clinical Distinction: Improvements in STARS

7t consecutive quarter of QPC STAR score improvement; 82% of providers at 4 stars or better
Quality of Patient Care (QPC)
R Ly

Quality of Patient Satisfaction

Patient Care 3.91 Star
Entities at 4+ 65% 75% 82% Performance Over +5% +49% +5%
Stars Industry
QPC Industry Performance PS Industry Performance
4.5 4.5 Scoring methodology changed dropped entire industry’s PS STAR scores
E R
2 ) 3
Jul 15 Oct 15 Jan 16 Apr 16 Jul 16 Oct 16 Jan 17 Apr17 Jan 16 Apr 16 Jul 16 Oct 16 Jan 17 Apr17

QPC Top Competitor AMED QPC Score s QP C Industry Avg PS8 Top Competitor AMED PS Score — PS Industry Avg

« Amedisys maintains a 4-Star average in the July 2017 HHC release with 82% of providers at 4+ Stars

« STAR score improvement for the seventh consecutive quarter (from initial July'15 release to Jul'17 preview)
= Ten Amedisys providers rated at 5-Stars in the July 2017 Preview (represents15 care centers)

« Patient Satisfaction (HHCAHPS) results remain stronger than overall industry average

Stars and Growth* - Atthe Overall Star Rating Value Based Purchasing

level, we continue to see

FY 2015 vs. FY 2016 . ; Performance in VBP States Relative to Industry
our highest rated agencies
APR 17 Provider . , “grow at a faster pace than
Rating Provider #s lower rated agencies. For i QPC PS
this time period Amedisys Amedisys VBP State Av HE
Shkkk 103 (60%) 1.7% had 0 agencies rated below i : g

3.5 Stars Large Cohort VBP Comp Avg! 3.61 3.55

Kkok ks [Hokkkk 70 (40%) 5.4%




Becoming Employer of Choice: Improving Return on Human Capital
Voluntary turnover company-wide has been trending down despite slight increase in Q1

17
35.0% - Voluntary Turnover
30.0% -
26.5% 24.5%
25.0% A
0
21.0% 22.0% 22.3%
20.0% m?:éa{*if:fsiisféfs?rg:s 18.7% 18.0% 18.6%*
l;ﬂlxnﬁ}.w;lsi;si?)rii@féiakir ) .9 g
\_m.OOAV T T ¥ "
2014 2015 2016 1Q 2017

Total Voluntary Turnover we FUll-Time Voluntary Turnover

Notes:

+ Total voluntary turnover in 1Q’17 increased slightly:

+ Proprietary productivity tool to maximize visiting clinician’s capacity has been rolled out — achievement will support 2017
growth targets

+ Customized voluntary turnover goals rolled out to each organization aimed at maintaining turnover targets
+ Full-time voluntary turnover was 18.6% for 1Q’17




Operational Excellence:

vs. 2015 exit run rate)

m « Incremental disruption driven by: recert rate impact,
) @ : increased: OT pay, wireless, mileage, and other
(oW back office costs
m : « Actual Disruption: ~$18,000 per care center plus
] . (vs original estimates of ~$8,500) ~$600,000 of
[ incremental corporate expense per quarter
T < 6 - Minimal to no impact in early 2017
=
T w5 :
w e
9]
-t
c .
5 3
-v—{
=2
&
E .
0
i
t
-3

H waemes Efficiencies

Efficiencies S -

Disruption R
Estimated

S
Actual $. (1.8)

(24) 3
(2.4) $

(2.4}
2.7

S
$

(1.8 S
(2.0) $

$

Q217

Q317

Roadmap to EBITDA _E_o_‘o<m3m=.m

We continue to make progress towards our stated operational efficiencies ($46M annualized improvement

Y o

$46M in annualized savings
identified - increased visibility
into efficiency initiatives

Q417

- Actual Disruption

A2

10.3 8§

111

ww wwﬁ ww;wE - -Qa(E)- .
85 $

-
¥

115* §

EY 2017
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Operational Excellence: Cost Per Visit (CPV)

opportunities for savings through

CPV increase driven by planned raises and health insurance costs;
optimized clinician mix and focus on transportation and supply cost

Visiting Staff Cost Per Visit
- $81.08

§79.44

1Q16

1Q17

ooauo:,m:..ﬁ

$60.48

Q17

$61.48

YoY
. Variance

| Mitigation Plan

Salaries $62.94 $1.00 $0.68 driven by [nitiatives in
planned salary progress to drive
increases down costs by laber

mix cptimization,
productivity
$0.32 driven by | improvements and
utilization improved
scheduling tools
Contractors $2.17 $3.10 $2.35 ($0.75) Trend down since Contractor

1Q16

utilization decreases
as clinician capacity
increases post
HCHB

Transportation & $7.25 $6.47 $7.16 $0.69 Increase primarily Continues to
Supplies due fo supply costs normalize post
HCHR roliout -
Supplies costs
increased in 4Q°16
*Visiting Staff CPV - $81.08  $1.94.

Clinical Managers $8.53 $0.22 Fixed cost Unit cost reduced as
associated with non-  volume increases
visiting elinicians

Total CPV $92.47 $87.45 $89.61 $2.16




Driving Top Line Growth:

Solid growth in hospice and personal care

significant growth in private episodic

Home Health Completed Episodes

90,000

79,995
80,000 -

70,000

82,897

80,927

s

81,310

82,154

60,000 e S R ; T _
1Q186 2Q16 3Q16
# Medicare  Episodic
Percentage of Revenue — Home Health
100% -
90% - .
84% 84% 85% 85% 84%
80% 1 78% 76% 76% 76%
| , e T3%
70% -
60% -
50% T ;
1Q16 2Q16 3Q16 4Q186 1Q17
Medicare Episodic

Metrics Across Business Segments
Medicare revenue decrease due to reimbursement cut and

Hospice Average Daily Census

6,500 1 6,365
6,318 .
6,087 .
5,730
5,507
5,000 T . . T .
1Q16 2Q16 3Q16 4Q16 1Q17
Personal Care Total Hours / Quarter*
600,000 - 548703 900216
500,000 - 448,132
404,373
400,000 - 384,428
300,000 -
200,000 -
100,000 -

4Q186




Driving Top Line Growth: Business Development Impact Analysis -

Unintended business development turnover has impacted overall growth in home health; however,
productivity has increased. Hospice investment in business development has paid dividends

Home Health BD FTE Headcount and Growth Rate . Hospice BD FTE Headcount and Growth Rate
750 ‘Note: Analysis excludes Infinity 5% 200 . 25%
0, - 0
700 4% 2 199% _15.0% pgys 7o, JEER6.2% 20% &
D 650 3% = @ 15% &
T 600 2% = = 150 10% 2
mu. O
550 1% (5 5% 5
500 0% 100 0%
1Q16 2Q16 3Q16 4Q16 1Q16 2Q16 3Q16 4Q16 1Q17
wese: BD FTEs SS MCR Growth wmam BD FTEs Admit Growth
Home Health BD Productivity (Medicare) Hospice BD Productivity
Note: Analysis excludes Infinity
50
7 o 75 200 174 181 183 177 38
700 S 166 36
@ 650 70 & o —— ; @
i E W 150 34 E
- o
i 600 65 < n e <
550 e - 32
500 e . , 60 100 . 30
1Q16 2Q16 3Q16 Q12016 Q22016 Q32016 Q42016 Q12017
waie BD FTEs Productivity memm BD FTEs Productivity
Notes:

« The Home Health BD reorg (Project Redwood) implemented in 2016 taught us a number of things. We now have better tools and a
more analytical approach to account targeting which has translated into a more productive sales force. The increased productivity
however, was not enough to offset the unintended BD turnover. As we uncovered this unintended turnover, we have taken measures
to add back BD FTE'’s, which will have a positive impact on growth ,

» The Hospice organization did not experience the same unintended turnover during their BD reorg. As such, Hospice, armed with a fully
staffed BD team with better targeting and account management tools, has seen substantial growth




Driving Top Line Growth: Hospice Success
In 2015, we made a concerted effort to improve our Hospice business unit. Since that time, Hospice
has enjoyed eight consecutive quarters of top line growth, vast increases in ADC per care center and
operating margin improvement via a disciplined approach to G&A

Admit growth and ADC build began in Q3 2015 and " ADC per Care Center
admit growth has remained above 15% P
35% 7,000 90
< 30% 6,000 o 80
2 259 5
2 25% 5,000 )
— O O NO
O 20% 4,000 O o
2= / < @ 60
£ 15% 3,000 3
< 10% 2,000 S 50
5% 1,000 2 40
1Q15 2Q15 3Q15 4Q15 1Q16 2Q16 3Q16 4Q16 1Q17 30
) A 1Q15 2Q15 3Q15 4Q15 1Q16 2Q16 3Q16 4Q16 1Q17
e Ad it Growth ADC
Staffing model and cost control has allowed for Margin G&A discipline allowed for signifcant increase in
expansion . segment operating income
0,
51% 78 25% 25 o
50% 77 5
49% 5 € S =
2 48% ) Mna 20% 20 2
s 75 X & &
o 47% 5 ©
46% 74 g g
45% 730 15% 15 ©
44% 72 1Q16 2Q16 3Q16 4Q16 1Q17
1Q16 2Q16 3Q16 4Q16 1Q17
iz G&A % - Ex BD Operating income = wm===me= Operating income (Normalized Bad debt)

— G M % Cost of Revenue Per Day




Debt and Liquidity Metrics

Low debt levels and strong cash flow have improved the flexibility of our balance sheet with ample
available liquidity

_ o . As of:
Outstanding Debt = S oo 03131117
Term Loan 93.7
Outstanding Revolver / Other Notes Payable 1.1
Total Debt Outstanding 94.8
Less: Deferred Finance Fees . (2.4)
Total Debt - Balance Sheet 924
Total Debt Outstanding . 94.8
Less: Cash (48.3)
Net Debt 46.5
Leverage Ratio (net) M , 0.4x
AR - - T As of:
Credit Facility =~~~ o R S 031317
Revolver Size , 200.0
Oustanding Revolver . -
Letters of Credit n 29.6
Available Revolver _ _ 1704
Plus: Cash , , 48.3

Total Liquidity @ 218.7— -

r-—

capital for accretive acquisitions and/or
other capital deployment options _

IL Credit facility and cash provide significant _




Adjusted EBITDA to Free Cash Flow Reconciliation (12

Reduction in amount of non-GAAP adjustments result in adjusted EBITDA falling through to operating cash
flow; looking return DSO to mid-30's by YE'17. Capex target within projected goal for 2017

S in Millions

GAAP Net Income : 6.2 - 107 11.4 8.9 15.1
Taxes 44 7.2 6.7 5.6 9.9
Interest 1.1 , 1.3 1.1 1.6 1.1
Depreciation and amortization 4.5 50 5.2 5.0 44
Adjustments 7.8 5.6 1.2 9.4 1.5
Adjusted EBITDA 23.9 29.8 25.6 30.5 32.0
Provision for doubtful accounts 3.9 4.2 55 59 6.3
Non-cash compensation, includes 401(k) match expense 5.8 54 6.4 5.6 6.1
Cash taxes - (0.8) - - (0.3)
Cash interest : , (0.6) 0.7 (0.9 (0.6) (0.7)
Other (10.9) (14.1) (1.8) (4.9 (1.9)
221 23.8 34.8 36.5 41.5
Changes in working capital (9.9) (9.1) (28.0) (7.9) - (14.49)
Cash Flow from Operations 12.2 14.7 6.8 28.6 271
Capital Expenditures - Routine 3.1) (2.0) (1.6) (0.1) (2.4)
Required debt repayments (1.3) (1.3) (1.3) (1.3) (1.3)
Free cash flow 7.8 1.4 3.9 27.2 234

Capital Deployment
Acquisitions : (27.7) - (3.7) 4.1) 4.1)
Share Repurchases (12.3) -

Total o - (40.0) - (3.7) (4.1) 4.1)




Income Statement Adjustments ()
Amount of non-GAAP adjustments through 2016 have substantially decreased in 1Q'17

Reduction of cost report reserve
Third Party Audit reserve

G&A

Acquisition costs
Restructuring Activity
HCHB implementation
Restructuring Activity
Restructuring Activity

Data Center Relocation
HCHB implementation
Acquisition costs

Legal fees - non-routine
Frontier Litigation

Wage and Hour litigation
Disaster relief

Sales/use tax audit reserve
Other ltems

Asset impairment

Legal settlements
Sales/use tax audit reserve
Miscellaneous, other (income) expense, net
Total

EPS Impact

Income Statement’
Line ltem ..

Revenue
Revenue

G&A, Salary and benefits
G&A, Salary and benefits

- G&A, Salary and benefits

G&A, Non-cash compensation
G&A, Other
G&A, Other
G&A, Other
G&A, Other
G&A, Other
G&A, Other
G&A, Other
G&A, Other
G&A, Other

Asset impairment ,

Other, Miscellaneous, net
Other, Miscellaneous, net
Other, Miscellaneous, net

502
1,149

613
448
2,440
1,202
616
500
401

(541)

436
7,766

$0.14

2016 3Q16

948

154
1,201
307
(556)
840

2,286

183
459

(265)

70
5,636

$0.10

101
2,044
56

(493)
414

1,937

366
374

339

(1,242)

(2,738)
1,158

$0.02

4Q16
(1,149)

56
3,340
15
(1,481)
16
101
1,330
820
543
2,479
(119)
129
460

4,432
(280)
625
(1,318)
9,999

$0.18

714

682
123

(674)

621
1,466

$0.03
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l" UN IVERSITYOfMARYLAND A 520 Upper Chesapeake Drive
\U | UPPER CHESAPEAKE HEALTH Bel A, Mohmom
: uchs.org

Angela Poppe Ries, MD

Director of Palliative Care

University of Maryland Upper Chesapeake Health
443-643-2696

June 4, 2017

Mr. Kevin McDonald

Chief, Certificate of Need Division

Center for Healthcare Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, MD 21215

p- 410-764-5982

£~ 410-358-1236

Re:  Support of CON Application filed by Amedisys Maryland, LLC.
(“Amedisys”) to Provide Hospice Care in Prince George’s County

Dear Mr. McDonald:

This letter affirms my unconditional support of Amedisys’s Certificate of Need
application to provide hospice services in Prince George’s County. As the medical director of
palliative care services at the University of Maryland Upper Chesapeake Health in Harford
County, 1 engage with many home health and hospice providers. The care and service prov1ded
by Amedisys Hospice exceeds all other hospice organizations in our area.

Amedisys’s “Yes” attitude and care means that their patients receive the highest quality
care, everything from offering palliative radiation therapy at the end of life to partnering with
other organizations like the Veterans Affairs Administration and local hospitals to ensure
seamless support. Our hospitalized patients can transition to Amedisys Hospice while still within
our four walls so that their care is optimized and transitions minimized. Thus, bringing Amedisys
Hospice to Prince George’s County guarantees unmatched patient care and patlcnt choice for the
residents of that county.

Amedisys has my full endorsement to be the hosplce agency of choice for residents of

Prince George s County.

Sincerely,

2( /uD
Angela Poppe Ries, MD /

Member of the University of Maryland Medical System




BORIS KERZNER, M.D.
INTERNAL MEDICINE
2700 QUARRY LAKE DR., SUITE 200
BALTIMORE, MARYLAND 21209
410-415-5811 PHONE

410-484-3216 FAX
June 5, 2017

Mr. Kevin McDonald

Chief, Certificate of Need Division

Center for Healthcare Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, MD 21215

p- 410-764-5982

f-410-358-1236

Re:  Support of CON Application filed by Amedisys Maryland, LLC.
(“Amedisys”) to Provide Hospice Care in Prince George’s County

Dear Mr. McDonald;

Please accept this letter in support of Amedisys’s Certificate of Need application
to provide Hospici services in Prince George’s County. As internist and medical director
with Amedisys in Baltimore County, I have been able to witness how Amedisys has
enabled and suppo}rted the nurses and staff to deliver excellent care to patients and their
caregivers, The patients uniformly are pleased and appreciative of the care and attention
they receive. ar

The structl.rre that Amedisys has built is very impressive and accounts for its
ability to initiate ajrapid response for patients being discharged from inpatient hospital
care to at home holspice care.

The addition of Amedisys Hospice to Prince George’s County not only will
increase patient ackess to Hospice Care, but it also will increase the quality of choices my
patients have in choosing a Hospice provider. Amedisys employs state-of-the-art
technology to provide care to all patients, wherever they reside.

I therefore strongly endorse Amedisys as the best provider to meet the Hospice
needs of Prince G¢orge’s County,

Sincerely

A




